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CHAPTER I
INTRODUCTION
Significance of the Study-
In a study made by Margaret Gerard, it -was discovered that there is
no consensus of opinion as to what can be considered enuresis. The word
is used in many instances to apply to any urination which occurs in places
other than toilet facilities. Occasionally, wetting occurs as a result of
a physical disorder of the nervous system or of the bladder.^ Most enuretic
oases are of psychic orgin. The person may be diurnally or nocturnally
enuretic but the writer was only concenied with noctumal wetting in this
study. Any wetting prior to age three-and-a-half cannot be called enuresis
p
since toilet training is not expected to be complete before that time.^"
Enuresis, however, is only one symptom of a syndrome and presents clear
•Z
cub patterns of behavior. This study is an attempt to find other symptoms
in the syndrome.
Interest in the problem was stimulated by the writer's observation of
the incidence of enuresis present in cases referred to the Institute for
Juvenile Research for other behavior disorders. Also there seem to have
been common precipitating factors -working together to create the problems.
Some of the factors weres (l) traumatic experiences in toilet training;
(2) destructive wishes toward a rival parent or sibling; (s) experiencing
of parental rejection; and (4) the inability to achieve and compete.
^Margaret W. Gerard, "Enuresis: A Study in Etiology," American
Journal of Orthopsychiatry, IX (October, 1939), 57.
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Gerald H. J. Pearson, Emotional Disorders of Children (New York,
1949), p. 42.
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Margaret W. Gerard, op. cit., p. 57.
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This study was made at the Institute for Juvenile Research, Chicago,
Illinois which was the first child guidance clinic in the United States
to deal exclusively with personality and behavior disorders of children.
I. J. R., as it is commonly called and as it will be referred to hereafter,
was founded in 1909 through the beneficence of Mrs. W. F. Dvunmer, a public-
spirited citizen of Chicago. The purpose of the Institute, then known as
the Juvenile Psychopathic Institute, was to study scientifically some of
the children brought before the Juvenile Court to determine the cause of
their abberant behavior and to attempt the development of new methods for
their correction and adjustment.^
Until 1917, the Institute maintained its identity as an adjunct of
the Juvenile Court, In the same year it became a state agency imder the
leadership of the late Dr. Herman M. Adler. At this time its name was
changed to the Institute for Juvenile Research. YiThen this study was made.
Dr. George L. Perkins, former Chief Resident Psychiatrist at the Institute,
was Acting Superintendent.
I. J. R. deals largely with children who appear normal in every sense
of the word, except that their behavior characteristics are causing con¬
cern to someone—perhaps their parents or teachers, their relatives or
friends, or others in the community with whom they come in contact, and,
in many instances, to themselves.
The reasons for referral of children to the Institute are great in
number and cover a variety of difficulties. Children may be referred
because of excessive shyness; inability to get along with other children;
day-dreaming or inattentiveness; failure to progress in school or difficulty
in particular subjects; over-aggressive or destructive behavior; abnormal
^The Institute for Juvenile Research (Published by the Institute for
Juvenile Re searc li,. Chicago , Illinois),
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fears and anxieties, nail-biting, thumb-sucking or bed-wetting; tics,
which are local and habitual spasmodic motion of certain muscles, and
physical complaints for which no physical bases can be found; stealing,
truancy, and other forms of delinquent and anti-social behavior. These
are but a few of the problems that beset children or cause serious con¬
cern to their parents and others. Children of any age through eighteen
years may be referred to the Institute.
At I. J. R., specialists in three scientific fields directly con¬
cerned with problems of hirnian behavior and adjustment, contribute their
particular skills to the scientific study of children bro\ight to the
clinic. The clinical team composed of a psychiatrist, psychologist, and
psychiatric social case worker collaborate closely in the search for the
underlying causes of problem behavior in each child and in the formulation
of plans for the child’s adjustment and future care.
Puirpose of the Study
The purpose of the study was to present a statistical analysis of
the fundamental factors underlying the emotional development of enuresis
in boys as observed in fifty cases known to the Institute for Juvenile
Research. The case study was used as a supplemental method and particular
consideration was given to other behavior symptoms present in each case
studied. The outcome of treatment has also been indicated and discussed.
The writer has not attempted to add to the already established field of
child analysis, but to present a discussion of the inter-correlation of
factors found in the study.
Method of Procedure
Cases diagnosed by the examining psychiatrist as enuretic were
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selected from the agency's files for use in this study. Data obtained
from the records included only pertinent factors that related to this
problem, such as the identifying information, precipitating factors,
parental attitudes, other related factors of behavior and personality,
the diagnostic findings of the staff with their recommendations, and the
outcome of treatment. This material was abstracted from the case records
on to a schedule. The recorded material was tabulated and compared
statistically to present significant correlations, combinations and.
differences. When feasible, case material was used to illustrate some
of the behavior problems of the enuretic child. Conclusions were based
upon the understanding gained from reading books and periodicals on the
dynamics of behavior and adjustment.
Scope and Limitations
This study was concerned only with male patients from three through
thirteen years of age who were noctumally enuretic. These cases were
admitted for examination between January 1, 1944 and March 30, 1950. A
total of 275 cases having enuresis were examined during this period.
Their case numbers were listed through the use of the electrical sorting
and tabulating equipment of the International Business Machine Company.
The males were separated from the group by the writer. The group was
then limited to the desired age group. The case records of this group
were scanned, giving particular consideration to the inclusion of data
regarding related symptoms and other factors, as was indicated in the
Method of Procedure. Those cases selected for this study were the best
examples available. The study was limited to the State of Illinois which
is the geographical area serviced by the Institute for Juvenile Research.
CHAPTER II
PRECIPITATING FACTORS CONTRIBUTING TO ENURESIS
From the point of view of many parents and persons interested in
children and their problems, enuresis is a serious condition which is
shameful and distressing to both child and parent. Literature on the
subject of enuresis presents many theories pertaining to the cause of
this common condition of childhood. Enuresis is considered by some as a
definite disease; by others, it is considered a symptom of functional or
organic disorder; and in the opinion of many authorities enuresis is
psychological in origin. One writer says:
The theories for the causation of urinary incontinence
run from the sublime to the ridiculous. One writer has
stated seriously that he believes that all boy enuretics
have a suppressed desire to become firemen. Others have
attributed the condition to diseased tonsils.^
Many emotional and psychological factors have been formulated as
contributive to enuresis. A few of these are: traumatic experience in
toilet training, sibling rivalry, loss of a love object, intelligence
factor, school failures, inability to compete, family discipline, and
family friction.
The complexity of the problem is evidenced by the variety of theories
regarding its causes. The extent to which research has been carried on
is additional indication of the intricacy of the problem. It is believed,
however, that complete knowledge of the individual’s physiological and
^A. C. McGuinness, "The Treatment of Enuresis in Childhood," Medical
Clinics of North America, Vol. XIX, (1935), p. E87.
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psychological experiences is the first step in determining causes.^
There were fifty children included in this study, all males, whose
lack of bladder control was judged as a manifestation of pui*poseful be¬
havior. Each child was reacting to the various traumas in a similar
fashion, with urinary incontinence. The unconscious motivations may have
been a neglected child's way of gaining attention, regressive reaction to
love loss, revenge and antagonism against dominating parents, or sex
gratification.
Data obtained from the records further revealed that five children
were between the ages of three and five years when examined; thirteen were
between six and seven; thirteen were between eight and nine; twelve were
between ten and eleven; and seven were between twelve and thirteen years.
Thirty-five boys were referred to the clinic by their parents. The
remaining fifteen children were referred by other interested persons or
agencies.
Concerning the family, the mothers of forty-one children were in
the home, one child lived with an adoptive mother, one with a step-mother,
and seven were in a home without a mother. Thirty-seven children were
living in a home with a father, one with an adoptive father; in two homes
the father was deceased, and ten were without fathers through separation
or divorce. Twenty of the boys were the first child, eight the only child,
and one was the oldest in his family with his twin. Thirteen were the
second child with one as a twin in this position; three were the third
child, two were fifth, and two were sixth in the ordinal position.
^Lucille B. Stiles, "A Study of Ten Enuretic Children Attending a
Day Nursery and a Nursery School." (Unpublished Master's thesis. School
of Social Work, Atlanta University, 1947), p. 25.
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The racial distribution was forty-one whites to nine Negroes.
All of the children studied were born in the United States. Both
parents of forty-two children were American bom. In eight cases, one
of the parents was born in a foreign country.
In regard to religion, the parents of twenty-four children were
Protestant, twelve were Catholic, ten were Jewish, and four indicated no
religion.
School classification ranged from pre-school through the seventh
grade. Contrary to popular belief, enuresis is found in families of every
economic range.^ Five of the children studied came from families classi¬
fied as dependent; seventeen of the families were considered as marginal
in economic circumstances; twenty-seven had sufficient income to maintain
an adequate standard of living. One child was living in a comfortable
foster home.
The following discussion regarding the traumatic experiences of the
child in toilet training supported the concept that his behavior was
symptomatic and, therefore, represented reactions to his emotional,
physical, and social needs.
Toilet Training
Spook said that during the period from perhaps one to three years,
the child develops his sense of autonomy. He learns to do many things
by the testing method. Along with testing the world, he is testing and
Dorothy Kleinberg, "Some Factors Predictive of "Whether Enuretic
Children Can be Helped by Child Guidance," Smith College Studies in
Social Work, XI (September, 1941), 94.
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exercising his own skills which seem to be directed toward the building
of self-confidence and independence.^
Modern society has many attitudes concerning cleanliness, neatness,
and control of elimination that are in conflict with the child's own
O
instinctual tendencies. Y/ithout society, the child would continue to
empty his bladder as tension appeared in the organ, with no regard for
the secondary comfort. Unfortunately, the world places responsibilities
on him and he must begin to accept regulations and gain a certain control
of himself with the help of others. This sometimes puts a strain upon his
psychological apparatus. Learning to meet society’s expectations and
demands of cleanliness is actually one of the big problems of human develop-
ment. There seems to be a tendency to seek relief from tension without
regard to environmental standards whenever instinctual tension exists in
the body. Generally, children do not wish to bother with the matter of
toilet training at all at the time that it is instituted.
Some parents do not begin toilet training until the end of the first
year though probably most parents do begin earlier. It should not be
started much before one year because neuropathological studies show that
the tracts of the spinal cord are not completely myelinated until the end
of the first year.^ Therefore, it is demanding a great deal of the child
^Benjamin Spock, ”What We Know About the Development of Healthy
Personalities in Children,” (Lecture delivered before the Mid-century
White House Conference on Children and Youth, National Guard Armory,
Washington, D. C., December 4, 1950).
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"to exercise control over organs for which he does not have neurological
pathways completely developed.
Toilet training, nevertheless, is sometimes begun somewhat earlier.
Most pediatricians agree that it should not be started before the eighth
month, or better the tenth month or at the end of the first year.^ Very
often parents and other persons in charge of children have no confidence
in the child's innate intelligence and in his desire to do what is asked
of him, if allowed a reasonable time for learning. Instead some parents
seem to believe he will not learn unless treated strictly, harshly, and
even cruelly. Spock indicated that the child between one and three years
is tremendously vulnerable to the attitudes of his parents. If he is
shamed for his accidents, in a sanitary sense, he acquires a sense of
shame and unworthiness. He becomes defiant or submissive if excessively
dominated. When he is constantly warned that his parents will no longer
love him unless he behaves differently, his total personality will become
2
poisoned with uneasiness and antagonism.
Dryness is sometimes not achieved vintil the end of the third year and
possibly beyond that age. The psychological mechanism by which the bladder
is controlled is partly under voluntary and partly involuntary control. It
is an example of automatic function that is achieved through the emotional
contact with someone in the environment of the child, usually the mother,
but with whom the child is made to feel that he can make his body conform
to what is expected.
^Ibid.
2
Benjamin Spock, op. cit.
3Gerald H. J. Pearson and 0. Spurgeon English, op. cit., p. 48.
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Total 50 5 18 2 13 12
Before 9 months 34 5 18 2 9
9 months to one
year 2 2
One year to
three years 2 2
Unknown 12 12
Age at beginning and completion of toilet training.—Of the fifty
cases studied in this analysis, toilet training was begun for thirty-four
before nine months. In this group, twenty-three had achieved dryness by
three years and nine were still wet when brought to the clinic for treat¬
ment. It was later observed, however, that five of the nine aforementioned
mothers indicated that their child had had a dry period but later became
wet again.
There is a practical reason to explain why training is sometimes
begun so early. The problem of the mother's having to wash a great many
clothes for the child would certainly stimulate an early start. For this
reason extreme pressure may be placed upon the child to control his
excretions as early as possible for the convenience, comfort, and esthetic
gratification of his parents. Pressure of this type upon the child often
leads to a great deal of anxiety, hostility, and resistance to training.
Too often mothers do not identify adequately with the child and his
needs, rather their attention is directed toward the achievements of a
neighbor or friend who boasts of how early her child became dry. Some
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children are able to set their own pace in training if allowed more than
the conventional time limits. Without too much pushing from the mother,
the child will achieve control in the reasonable period of sixteen to
eighteen months, Pearson recognized that the child's cooperation in
training is likely to be good somewhat in proportion to the way he was
, 1
treated during the oral period (the first year of lifej. Rebellion of
the child to the experience of training begun during this year, when the
mother should have been demonstrating more affection and interest, often
results in unfavorable consequences.
Toilet training was begun for two children between nine months and
one year and for two between one and three years. These four boys were
still enuretic when examined at the Institute, according to the mother’s
statements.
Twelve mothers were unable to relate when toilet training began or
when it was complete.
Age at onset of enuresis.—It has been mentioned before in this study
that a child is not considered enuretic until the incontinence persists
beyond the third year. Thirty-nine children became wet between three
and five years of age, five of the thirteen tabulated as still enuretic
when brought to the clinic had been dry at some time, since the mother
stated that enuresis began between three and five years for this large
group. Toilet training was begun for twenty-nine of these boys before
nine months, for two by one year, and for two others between one and three
years. Six mothers did not know when they started this training.
Gerald H. J. Pearson, op. cit., p. 22.
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One child became incontinent between five and seven years of age.
The mother of this boy did not know when toilet training began or when
it was completed.
Between the ages of seven and nine years it was found that one child
became enuretic. Toilet training had begun before nine months.
There were three boys whose onset of enuresis was between nine and
eleven years. These children's toilet training was begun before nine
months.
Six mothers could not remember.when the child lost his control. In
this group, however, toilet training was begun for one before nine months.
It was not known when toilet training was started for the other five
children.
Sibling Rivalry
Enuresis is sometimes an expression of jealousy of a brother or
sister, often a new bom baby, as in the case of Johnny.
Case 1
Johnny was seven years old when brought to the Clinic
for examination. He was toilet trained before three
years. His intelligence classification was high average,
even though he was experiencing some difficulties in
school. The mother indicated that from birth Johnny
seemed fearful and apprehensive. He cried incessantly when
left in a room alone. Vftien the patient was nearly four
years old, a baby brother was born. Shortly afterward,
Johnny became enuretic and was wet at the time of the history.
The psychiatric examination revealed that the mother was a
rather disturbed person who was neglectful, critical, and
pushing the child toward maturity.
In this case, the child had regressed to the oral stage in order
to obtain the love and interest of his mother. The child often imagines
that the new sibling gets more attention than himself and thereby feels
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rejected. In order to compete successfully with his rival, the older
child feels that he must become sin infant too, and demand the attention
of his mother.
Not all cases studied exhibited this type of behavior, those cases
indicating sibling rivalry had as a part of their personality make-up
a feeling of rejection related to the apparent loss of love to a rival
brother or sister or both.
Eighteen of the oases showed rivalry with a brother; twelve in¬
dicated some form of competition with a sister; three boys were rivalrous
with both brother and sister; and seventeen mothers did not mention any
form of rivalry.
Loss of Love Object
When a child is deprived of the love, affection, and attention of
someone he loves, he sometimes reacts to the trauma with some regressive
neurotic behavior. Many times this occurs at the age when there should
be more overt indications of independence from the protection and care
of the parents. He becomes very frightened, however, and many phases
of his development and adjustment become upset when he feels that his
ego ideals are removed. The case of Tommie is an example of this re¬
action.
Case 2
Tommie was a seven-year-old white Protestant boy.
He was toilet trained before three years. His intelligence
classification was dull and there was a reading difficulty
in school. The patient was friendly and spontaneous, but
hyperactive. When Tommie was nearly four years old his
mother and father were divorced. The father later remarried
and the child remained with his mother. Shortly after age
four, the patient became enuretic. The psychiatric examina¬
tion report stated that the child felt rejected and unwanted
by the father because he went away.
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Tommie's feeling of being unwanted and rejected by his father seemed
to have been accentuated when the father left the home, because there
was a need for the child to identify with a male figure. He apparently
felt deprived and his reaction to the separation experience was the
development of a behavior disorder.
In fourteen of the oases studied, there was absence of the father
figure through separation and in two through death. One child was living
with his father alone since his parents were divorced; one mother was
dead and the child was living with the father. Two children were living
in foster homes because of parental separation and one child had lost
both parents by death. In twenty-nine cases the child was living with
both parents.
Intelligence Factors and School Failures
The intelligence quotient is not necessarily related positively to
school failures. The writer discovered in the cases studied in this
analysis that most failures in school were related to emotional traumas
and frustrations. Many parents in their efforts to help the child achieve
in school, place so much pressure upon him that his psychological make¬
up cannot withstand the impact. Instead of realizing any degree of suc¬
cess, the child is subjected to repeated defeats. Since all children
are eager to please their parents by making an acceptable social adjust¬
ment, they continue to strive toward adult goals. l/Vhen success is not
immediate, the child often responds with some form of regressive be¬
havior, such as enuresis.
15
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Total 50 6 6 23 7 4 4
Reading only 20 2 3 11 2 2
Reading and
spelling 10 2 4 2 2
Reading and
arithmetic 2 1 1
Writing 1 1
Pre-school 3 1 2
No failures 14 2 6 2 4
*Intelligence classification is in accordance with the Stanford-
Binet Test Form L, with classifications and intelligence quotients as
follows* Superior (120-129); High Average (110-119); Average (90-109);
Dull (80-89); Borderline (70-79).
There were six children classified intellectually as superior of
whom two presented only reading problems and one child was failing in
reading and arithmetic.
In the high average group, there were six children of whom three
boys presented reading problems alone and two were failing in reading and
spelling.
The largest group of boys, totaling twenty-three was classified
as average in intelligence. In this group eleven children indicated
failures in reading alone and four boys were deficient in reading and
spelling.
There were seven children classified as dull of whom two were fail¬
ing in reading alone and two other boys were experiencing difficulties
in reading and spelling. One child was slow in reading and arithmetic.
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In the borderline classification there were four boys of whom two
were deficient in reading alone and two children indicated failures in
reading and spelling.
Family Friction
There are many people who do not show marked symptoms of neurosis
but whose neurosis forms part of their character. The manifestations of
their illness do not appear so much as flagrant difficulties in their
lives as in their attitudes toward other people. These reactions are
frequently directed toward their children.^ It is from such situations
that neuroses and other behavior disorders arise in childhood. Ex¬
pressions of unhappiness toward the child occur often because the parents
are actually unsatisfied in adulthood, or because they were unsatisfied
2
in their own childhood and are continuing these dissatisfactions. The
child, thus, becomes the symbol against which the parents express their
anger, rage, and hate against their present marital partner.
As family friction was studied, it was found that only domestic and
sexual reasons were given as the basis of the disturbance. At the time
that they brought their children to the clinic, five parents indicated
that there had been domestic friction in the home. Included also were
two cases of sexual incompatibility that occurred before the case came
to the attention of the clinic. At the time of history, thirteen mothers
indicated the presence of domestic upheaval and five cases of sexual
0. Spurgeon English and Gerald H. J. Pearson, Common Neuroses of
Children and Adults (Kew York, 1937), p. 182.
^Ibid.
17
maladjustment were reported. There were twenty-three cases that showed
no apparent family friction.
CHAPTER III
RELA.TIONSHIP OF ENURESIS TO OTHER SYIffTOMS
It was mentioned earlier in this study that enuresis is only one
symptom of a syndrome of behavior disorders. Inner conflicts including
strong feelings of guilt, confusions regarding the Oedipal situation,
lanconscious desires to punish the adults in one's life or for self
punishment, and deep feelings of inferiority are some of the conditions
that contribute to the situation. These motivations seem to result
in bed-wetting and are generally accompanied by other behavior diffi¬
culties which may include stealing, lying, truancy, reading problems,
speech defects, thumb-sucking, masturbation, temper tantrvims and many
others.
The question may arise regarding the child's selection of enuresis
as a means of relieving his anxiety and fnastration. TATiy do some children
with similar conflicts and life situations react by bed-wetting whereas
others steal, suck their thumbs, masturbate, or display temper? The
answer seems to be that at the present level of development there is
not enough known about the selective factor in behavior. It is known,
nevertheless, that certain problems appear in the personality along with
enuresis.
Many times the parent's adverse attitude toward the child during
his training period aggravates situations that otherwise may have gone
unharmed. All parents do not feel the same way toward their children,
and some parents have little or no love for their children. The feelings
of the parents toward their children form a graduated continuous scale
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starting from the parent who really loves his child to the parent who
really only hates his child.^ Parental love and understanding is ex¬
tremely necessary for the child. He also needs the security and back¬
ing of two parents in the home working together toward this common goal.
TWhen parents are unable to provide for the child a warm and wholesome
emotional environment, he will invariably react toward the deprivation
with behavior disorders.
This discussion centers around other symptoms found in the enuresis
syndrome that may have related to the parental attitude during toilet
training. There were ninety-three symptoms tabulated in this analysis
of the fifty children. The mother's attitudes regarding toilet train¬
ing were cross classified with these symptoms. The mother's attitudes
v/ere known in fifty-six instances. Included in the total were twenty-
eight instances in which the mother's attitude seemed lax; seventeen
in which it was somewhat rigid; and eleven in which the mother's
attitude was described as relaxed. The extremely high incidence of lax
and rigid attitudes seemed significant to this study. Gordon Hamilton
said that the average child may take the parental attitude in toilet
training over into inhibitions about eating. The writer had observed
that many other behavior problems in children may have stemmed from
the same attitude. The analysis to follow was based upon that theory.
Gerald H. J. Pearson, op_. cit., p. 107.
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Total Relaxed Rigid Lax Unknown
Total 93 11 17 28 37
Reading Problems 20 2 1 9 8
Lying 17 1 3 3 10
Truancy 12 3 4 5
Temper Tantrums 12 1 3 6 2
Stealing 11 1 4 4 2
Speech Defects 8 2 2 4
Thumb-sucking 7 2 2 3
Masturbation 6 2 1 3
Reading Problems
It is striking that twenty, or two-fifths of the boys had reading
problems. Nine mothers described their attitude as lax, two as apparent¬
ly relaxed, and one appeared to be extremely rigid.
The problem of reading is a ^mptom of an unconscious neurotic con¬
flict.^ It relates many times to the mother's rejection of the boy or
to her over-protection of him in which she feels guilty about her dis¬
like for him. In some instances the child had had a prolonged siege of
illness. His mother had given him a great deal of physical attention
which he apparently enjoyed very much. Upon his recovery, the attention
ceased because it was no longer necessary. The child resented the loss
of attention and became enraged at his mother. This rage is really an
expression of a sadistic fom of love in which gratification comes only
if the loved object is hurt. The child's love is extremely ambivalent
Gerald H. J. Pearson and 0. Spurgeon English, op. cit., p. 299.
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or h.8LS regresssd to the type of* love natural to the anal—sadistic period
of development because he has become frightened or guilty about it. If
the child is to be successful in learning to read, which is an ambition
leading toward adulthood, he must be an active person. The child feels,
however, that if he is active he will hurt or destroy the mother whom
he loves. In order to avoid the sense of guilt from such an act he feels
it is better to inhibit all his activity. Therefore, his ambition to
learn to read or to succeed in school has to be inhibited.
The child still desires his mother's attention since he does the
things he knows will produce her anger and scolding, which is a passive
receptive relationship with her.^ This provides him with attention
along with her anger and the pain inflicted by her. One would expect
the child to acquiesce because of the pain, but he does not. Rather,
he desires his mother’s attention so much that he is willing to endure
the associated painful feelings. Because the pain is still unpleasant,
he attempts to avoid it by deriving pleasure from it. The child, there¬
fore, enhances the masochistic attitude that brought him gratification
during his anal-sadistic phase of development. He then consciously
revolts against any awareness of his masochistic attitude because it
threatens his ego. It appears in his behavior but he consciously re¬
pudiates the true meaning of the action. The child's sanbition there¬
fore becomes directed toward the gratification of his passive receptive
desires, with the result that he can no longer be successfully active.




The case of Edward presents graphically many of the dynamics dis¬
cussed above, along with his mother's attitude in toilet training.
Case 3
Edward was twelve-years-old when brought to the clinic
because of severe reading problems, for which he had re¬
ceived special tutoring. He also complained of migraine
headaches along with being enuretic and a nail-biter. At
age three he had two attacks of measles one of which
physicians suspected to be measle encephalitis.
The mother appeared rejecting of the child because she
unfavorably identified him with his father, whom she felt had
criminal characteristics. She was also over-protective of
the child. In toilet training she had been extremely lax
and completion of it had been difficult.
The child in the above case had apparently gained a great deal of
attention from his mother during his illnesses. Perhaps the mother gave
a great deal of attention out of her own guilt about disliking him.
Preceding this experience, the mother expressed her ambivalence for the
child through her lax method of handling him in toilet training. It
seemed that the mother demonstrated neglectfulness in her attitude to¬
ward the child consistently after toilet training.
Lying
Of the seventeen cases that showed lying as a behavior disorder,
three mothers described their attitude in toilet training as lax. Three
mothers appeared rigid and one was somewhat relaxed in her handling
of the child.
The child usually lies to escape punishment. It is a problem
sometimes caused by the parental attitude toward the child when he tells
the truth. He knows that he will be punished. His tendency to falsify
is often an attempt to compensate for his feelings of inferiority and
inadequacy, which is very similar to the dynamic approach to stealing.
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The child's feelings of inadequacy are the result of his homo-sexuality
and his castration fears.^
It has been the writer's observation that the attitude of the parents
toward the child, which is seen to be overtly expressed first during
toilet training, generally follows a consistent pattern of parental
handling of most situations. The case of Maurice can best illustrate
how this principle applies to lying.
Case 4
Maurice was a six-yea]>old white Protestant boy living
in the home with his parents. At school he provoked other
children by picking at them or shoving them. Yifhen re¬
primanded for this, he would lie excessively about it.
The mother indicated that her attitude in toilet training
was rather rigid. The psychiatric examination report
described her as a "cold” person. She claimed that the
child was extremely "cold" and did not give, nor did he
wish to receive affection.
This mother had perhaps encouraged Maurice to lie through her re¬
jecting and indifferent attitude. Her behavior appeared as a constant
threat to the child who must have lived in fear of punishment for any
minor infraction. The boy used the only methods he knew in order to
gain attention and receive instinctual gratification, but found it
necessary to falsify about his behavior in order to escape punishment.
Truancy
There were twelve cases in this study that presented a truancy
problem. Four mothers described their attitude as lax in toilet
training and three were apparently rigid.
Truancy seems to involve an attempt on the part of the child to
Gerald H. J. Pearson, op. cit., p. 221.
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escape from real or fancied injuries, either physical or psychological
situations which are intolerable to him. He does this by physically
removing himself from the disturbing environment. Some adults attempt
to escape unpleasant situations in ways somewhat similar to truancy, as
in cases of continual wanderers and of those who attempt suicide.^
There are psychological forces inside and outside of the child
which seem to drive or pull him away from uncomfortable situations.
Some of these forces include inner conflicts of strong guilt feelings,
unconscious desires to punish himself or the adults in his life, con¬
fusion concerning the Oedipal situation, and feelings of inferiority.
For example, because of the boy's attachment to his mother he may feel
extremely jealous and hostile toward his father and may unconsciously
wish to exterminate him. Conversely, he may feel that his father's
feelings toward him are similar and that he will retaliate, but that
in retaliating his father would not be justified. In reality, the child
projects his own hostility onto his father and then fears his own
feelings as if they were really those of his father. This fear of father
will persist as long as he retains his attachment to the mother. The
boy loves his father also but accentuates this love in order to deceive
the father. The child probably remains tom between unconscious con¬
flicting feelings toward his father of antagonism, fear, and love,^ Be¬
cause of the child's inability to handle his conflictual feelings, the
xmconscious rivalry with his father overwhelms him and he is unable to
stay in school because he cannot stay away from his mother. The boy
^Joseph Andriola, "Truancy Syndrome," American Journal of Ortho-
psychiatry, XVI (January, 1946), 174.
2;Gerald H. J. Pearson, op. cit., pp, 88-89.
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will often develop physical complaints in order to remain at home close
to mother as in the case of Marvin.
Case 5
Marvin was a seven-year-old white Protestant boy living
at home with his parents. The child seemed to have felt
that his mother preferred his two siblings to him. The
mother was rather lax in her method of toilet training the
child. She also appeared extremely neglectful in giving
love and warmth to the child along with apparently pushing
him toward maturity. The child seemed to have enjoyed the
attention gained in the psychological testing situation.
Marvin would often lie about his health so that he could
remain home, which his mother frequently permitted.
The psychiatric examination report stated that Marvin was friendly
and appealing and seemed to have been reaching out for love and attention.
His mother did not appear too concerned about him. She was immature and
possessed a narcissistic make-up which did not permit her to provide
much of a love object. Nevertheless, the child still needed and wanted
his mother's love and he resorted to every means his immature mind could
conceive in order to obtain it.
The mother was lax in toilet training and appeared quite neglect¬
ful in her other relations with the child, including his desire to
truant.
Temper Tantrums
Of the twelve cases that showed temper tantnams as a symptom, six
mothers described their attitude in toilet training as lax. Three mothers
appeared rigid, and another one indicated that she was relaxed in train¬
ing the child.
It was mentioned earlier that the average child may take the parental
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attitude in toilet training over into inhibitions about eating. Children
usually outgrow these fancies if the parental attitude is natural and
relaxed, but if the handling during this experience is harsh or lax,
certain desires are retained, but on a sub-conscious level. These feel¬
ings may later release themselves in the form of temper tantrums, which
are generalized outbursts of rage that are not directed toward a specific
ob,iect, but stem from another level of infancy.^
The above factors appeared significant in this analysis because
of the high incidence of poor handling in toilet training of those cases
that showed temper tantrums as a behavior disorder.
English and Pearson asserted that temper tantrums may be considered
as the normal psychosis of childhood.^ When a child of three or four
years insists upon some desired pleasure, such as candy or food, and it
is not forthcoming at the time he wants it, adults often label the child
with some patented name. Many persons have observed a child that will
throw himself on the floor, kick his feet, hammer his fist, or pound
his head and suddenly terminate this behavior and begin to peacefully
suck his thumb or get up as if nothing had happened. Perhaps he feels
remorse for his behavior or maybe he becomes exhausted. Whatever the
situation may be, the child appears completely oblivious to reality and
his surroundings. He behaves as though he had given up all contact
with reality, and he really has. It is this that makes his reactions
^Gordon Hamilton, op. cit., p. 29.
^Gerald H. J. Pearson and 0. Spurgeon English, op. cit., p. 127.
2
Elizabeth R. Gileerd, "Observation of Temper Tantrms in Children,"
American Journal of Orthopsychiatry, XV (April, 1945), 238.
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comparable to those of a psychotic.
The child seems unable to postpone the satisfaction of his desired
pleasure. He seems to feel that the adult denied him the gratification
in order to retain it for himself. Unconsciously, he feels that the
adult is over desirous. The child is really over desirous and has had
to learn with much pain that he has to control it. He does not want to
do it but he knows it would be better if he did. Consequently, he
attempts to eliminate his desires altogether and deny himself completely
of gratification. This is disappointing' and the denial really increases
his desires. The child is unable to control his desires and his sense
of reality becomes overwhelming. He is not happy at all about himself
because of his inability to control his desires. Sometimes he attempts
to project his desires onto the adult whom he accuses of being over
desirous.
This is not really a satisfactory solution for the child either,
because he would like to rid himself completely of his desires or of his
controls. Since he has made his parents' training a part of his person¬
ality, he feels that the only way to get rid of it is to beat it out of
himself. Thus he proceeds to hammer his fist and pound his head when
all restraints have left him.^
The case of Junior illustrated how a child was xmable to control
his behavior upon feeling deprived of something he wanted.
Case 6
Junior was eleven-years old when brought to the
Institute. He was a white Protestant child living at
home with his mother, stepfather, and three siblings.
The family lived on a farm and much of the child's play
^Gerald H. J. Pearson and 0. Spurgeon English, op. cit., pp. 129-
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life centered around pets. He was quite rivalrous with
his brother, a twin, with whom he argued and fought a
great deal.
The psychological test classified him as average.
In the psychiatric interview he appeared pleasant but
insecure and identified somewhat with his father.
His mother seemed like a dull person and was not very
concerned about the child's enuresis nor his temper.
Junior had become very fond of a pet chicken on the
farm. The chicken became ill and the child's parents
thought it best to kill the pet. The boy insisted that
the pet be spared, even though his parents told him that
he could have another chicken. Because of the possible
danger to the safety of the other chickens, the pet was
killed. The child had a violent temper tantrum in which
he screamed, cried, and pounded his fist. He later told
hia mother that he was sorry.
In toilet training the mother was lax and the child
never really became dry. His mother felt that the enuresis
was hereditary.
It seemed that Junior felt his parents were denying him of his only
happiness, a pet companion. He may have even felt that they wanted the
chicken for their own gratification. The child did not feel that he
was loved by anyone and apparently sought to retain some object upon
which he could shower his love. In doing so, he perhaps fancied reciprocal
love from the pet.
Junior's temper tantrum, however, seems to have represented the
type of reaction that had become a part of his personality as the re¬
sult of his toilet training. He was unable to control his desires and
the only way to rid himself of the desire was to beat it out of himself.
Recognizing the futility of his behavior, he was repentant out of guilt
because he was unable to control himself.
Stealing
Eleven cases in this analysis indicated stealing as a symptom. The
description given by four of these mothers of their attitude in training
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suggested that they were lax; four others implied that they were rigid;
and one seemed relaxed.
Stealing is a symptom with many motivations. Pearson mentioned that
it is sometimes symbolic with its driving force arising from a desire to
steal the affection of mother.^ It is also related to the Oedipal
situation in that the child desired to steal the father's penis, thereby
making himself more adequate. He felt perhaps that his inadequacy was
caused by the small size of his penis. Stealing, therefore, has psy¬
chological determinants and will not resolve itself until these detemi-
2
nants have been alleviated.
Margaret Gerard stated that a child often steals objects as a sub¬
stitute for the affection*which is denied him as in the case of Roberto.^
Case 7
Roberto was a twelve-year-old white Catholic boy living
at home with his parents. He repeatedly stole food and money,
primarily, which he gave to friends. His mother was forty
years old when he was born, the last of six siblings. Toilet
training had been very rigid and the mother was apparently
rejecting and hostile toward the boy. The psychiatric exami¬
nation stated that the child indicated no guilt about steal¬
ing, or at least was relieved of it when punished.
It appears that this extremely rigid mother in toilet training was
equally rigid in her handling of all matters related to the social ad¬
justment of the child. She may have unconsciously induced the boy to
steal since his theft seems to represent a searching for the love he
desired, but for which he dared not ask.
Speech Defects
There were eight cases that indicated speech defects of some type
^Gerald H. J. Pearson, op_. oit., p. 221.
^Ibid.
3
Margaret W. Gerard, ’’Psycho-Pathological Aspects in Child Guidance,”
Handbook in Child Guidance ed. by Ernest Harms (Hew York, 1947), 185.
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including stuttering, lisping, and mumbling. Two mothers indicated that
they were rigid in toilet training and two more suggested that they were
relaxed in training the child.
English and Pearson presented the following statement on disorders
of speech:
Speech is another function of the mouth and is a
much more complicated one than either eating or pleasure
sucking. As a result of a sensory stimulus arising out¬
side the body, of physical changes within, or because of
instinct energy, an idea foms within the associational
pathways of the cerebral cortex. If the idea is to be
expressed in speech, the stimulus innervates the ill-defined
speech centers in the cerebral cortex, which are in the
left cortex in right-handed persons and in the right cortex
in the left-handed. Impulses pass from here to the peripheral
speech mechanism, which consists of two parts—the bellows
or breathing apparatus which produces a blast of air, and
the vocal cords, throat, tongue, lips and teeth which form
apertures that can be varied in size and shape. The blast
of air passing through these apertures produces the particular
word sound desired. Disturbance of any part of this complex
apparatus will injure the perfection of speech.^
Stuttering is considered the most common type of speech defect.
Its development is the result of serious unconscious conflicts stemming
from the Oedipal situation, and in an attempt to solve them the child
regresses to the anal-sadistic and oral stages of development. During
the anal-sadistic stage there are also serious conflicts which the
child attempts to solve by regressing to the oral stage. The child’s
ability to deal with conflicts of the Oedipal period is lessened by
the conflicts and the resultant regression during the anal-sadistic
stage, and by the marked fixations at the oral and anal-sadistic
stages because of the traumatic events of these periods.




The case of Harvey portrays the child's attempt to regress to an
earlier stage of development for instinctual gratification and his
mother's attitude toward him as demonstrated in toilet training.
Case 8
Harvey was an eleven-year-old Negro Protestant child
living at home with his mother and two siblings. His
father was deceased. The boy was an extremely timid, in¬
hibited, insecure, and dependent boy who was completely
dominated by an over-anxious and over-protective mother.
Hainrey stated that he had "no worries" but he was in
severe conflict with his mother and his siblings. He ex¬
pressed a preference for his deceased father.
In toilet training the mother had been very rigid
and in her other relationships with the boy, she had
been controlling and pushing toward maturity.
Harvey's stuttering interferred with his functioning
on the psychological test. The test results classified
him as borderline but these results could not be accepted
at face value.
Foremost in the dynamics of this child's behavior was his apparent
unconscious regression to the oral level of dependency and inhibitedness.
Significant also was his conscious preference for his father but this
seemed, according to Pearson's discussion on the topic, an unconscious
desire for the love and affection of his mother y;hich he felt he did
not have. Therefore, stuttering represented for this boy an expression
of his conflict between his uncertainty about his parent's love,
particularly his mother's, and his bitter resentment of the way he had
been treated. This treatment perhaps continued from toilet training
through other training areas, and was characterized by rigidity and
punitiveness.
Thumb-sucking
There were seven cases of thumb-sucking in the sample group. Two
mothers indicated that they had been lax in the child's toilet training
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and two others stated that they were relaxed in handling the situation.
In early childhood, thumb-sucking is a normal activity and should
not be interferred with.^ Many children relinquish the habit about the
second or third year. Others may continue till the age of five or six.
■When a child sucks his thumb past the age of four or five, his home life
should be studied in order to ascertain the basis of the behavior. Too
often, pathological conditions at home render the child so miserable
that he is imable to give up his infantile forms of gratification.
Thumb-sucking, however, may be a symptom of regression to the
oral stage. Perhaps the child will relinquish the habit by the age of
four only,to start again at the age of seven or eight. At this point,
thiomb-sucking is an indication of some insoluble difficulty in the child’s
development which he has attempted to solve through regression. Some¬
times when the mother leaves home in order to work, the child feels un¬
loved by the mother and his thumb-sucking represents an unconscious de¬
sire to become an infant again. In other instances, the child may become
frightened about his masturbation and proceed to stop it. The phallic
stage of his development is extremely threatening, so the child seeks
refuge in a safer one—the oral stage.
Pearson observed that mothers who make a tremendous issue of their
child's thumb-sucking may be expressing an unconscious desire to suck
their own thumbs. This desire may become stronger when genital grati¬
fications are inadequate. It may also be that the child's mother had




difficulties with her parents and unconsciously will not permit the
child to suck his thumb for fear of punishment from her parents.^
The case of Sylvester will show some of the dynamics discussed
above. It will also provide material to substantiate the theory that
the mothers' attitude in toilet training relates to the behavior problem
of thumb-sucking.
Case 9
When Sylvester came to the attention of the clinic,
he was seven years old. He was a Negro Protestant boy
living alone with his mother. His parents were separated
and the mother had remarried but was no longer living
with her second husband.
Sylvester was an illegitimate child and was con¬
sidered a disciplinary problem. His intelligence classi¬
fication was average. At the initial interview the child
appeared frightened, confused, and disturbed. He had ex¬
perienced much trauma in an extremely unstable home, and
seemed to live in a world of phantasy.
His'mother appeared very cold and hostile. She seemed
somewhat guilty about the lack of attention she had given
the child. In toilet training, she was very lax and later
was over critical of his behavior.
Unsuccessful efforts were made to place the boy. He
was referred for enuresis, school failures, temper tantrums,
and thumb-sucking.
Sylvester's passive regressive behavior apparently stemmed from his
pathological home condition. It appears that he was xmwanted and unloved,
both consciously and unconsciously, by his mother. Significant too was
the obsei^ation that the broken home condition provides a clear cut
basis for the child's aberrant behavior. His mother was lax and in¬
different in her attitude toward him from the time of toilet training.
This attitude continued through his early phallic stage as he attempted




The mother also appeared in extreme conflict over her sexual adjust¬
ment. It was possible that she too had an unconscious desire to suck
her thumb. Finally, perhaps his mother feared punishment from her parents
if Sylvester was permitted to suck his thumb.
Masturbation
Masturbation had the smallest incidence of all problems analyzed
in this study since only six cases showed it as a behavior symptom. The
description given by one mother indicated that her attitude in training
was rigid. Two others explained that they were relaxed in toilet train¬
ing the child.
These factors seemed significant because of the existing fears
surro\mding the behavior. The feeling still lingers that masturbation
is a manifestation of an innate weakness and dirtiness in the child.
Many persons are still ashamed to talk about matters relating to this
method of instinctual gratification. They seem to feel that such an act
divorces the body of its native strength and virility. The writer feels
that some of these fears and phobias explain the extremely low incidence
of the behavior observed in this study.
Masturbation is a universal and normal phenomenon to human growth
and development.^ Experts in the field of child development and ad¬
justment agree that it is a necessary phenomenon to a satisfactory
psychosexual development. The child learns during his first year that
the genital area is sensitive to touch and capable of pleasurable re¬
sponses. Masturbation usually increases in intensity during the genital
^Ibid.
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period and later at puberty when the sexual glands become active and
secretion of the glands gives added impetus to the behavior.
Masturbation seems to present a serious problem when the behavior
becomes so excessive that it represents a pathological manifestation of
an underlying personality difficulty. The attitude toward it should be
that the child is a pleasure seeking animal in pursuit of pleasure from
various sources. If he finds it in masturbation, he may pursue it to a
great degree if he is not receiving sufficient love and affection from
his parents and if his energies are not directed into other channels.
When a child masturbates, his behavior is a signal of inner conflict and
tension, as in the case of Jimmie.
Case 10
Jimmie was a five-year-old white Protestant boy
living at home with his parents and sister. He was
referred to the clinic by his mother because of speech
retardation. The child was classified intellectually
as borderline. The psychiatric interview showed him
as dull with evidences of insecurity. He was extremely
rivalrous with his sister.
His mother was emotionally disturbed and indicated
hostility toward her husband. She experienced diffi¬
culty in accepting the child's intellectual limitations.
The mother was a college graduate and had done some
studying in social work. The father was not a high
school graduate.
In toilet training, the mother stated that she was
relaxed even though her behavior clearly indicated that
she was very critical of Jimmie and was pushing him
toward maturity. She later announced that she had curbed
his enuresis and masturbation.
The child's behavior clearly pointed toward the conflict and tension
his mother must have provided for his emotional environment. He was
intellectually limited but still was encouraged to make an adult adjust¬
ment early, even though there was little equipment with which to work.
His mother claimed that her method of toilet training was relaxed.
36
This factor appeared extremely paradoxical in view of the child's over-all
personality and the manner in which he sought gratification.
Jimmie's rivalry with his sister made the situation more intolerable.
He probably felt unwanted and left-out. Therefore, his weak ego had to
seek some form of satisfaction. The mother's statement that she curbed
his enuresis and masturbation was probably not true. The situation was
undoubtedly made more disturbing.
CHAPTER IV
TREATMENT
Treatment involves a recognition of how needs are gratified. Some
needs must be met concretely, such as through the procurement of food,
clothing, and shelter. Other needs must be gratified through a process
of education and reorganization of the functions of the personality.^
This includes the special area of psychotherapy.
The field of social work has played an important role in helping
to meet the needs of individuals. For many years it has carried on
counseling service which aimed to strengthen family life and to develop
the individual’s capacity to make vocational, educational, and social
choices for himself. Its growing skill in psychotherapy has been least
understood. In recent years, new advances have been made in this area
through the integration of psychiatric theory into the practice of
social work. Psychotherapy includes anything that is said or done by
the therapist which is aimed at influencing the thinking and feeling
2
of the patient and helping him toward happiness, efficiency, and health.
At the Institute for Juvenile Research, specialists in the fields
of psychiatry, psychology, and social case work collaborate as a clinical
team in the search of underlying causes of childhood problems and plans
for their amelioration. Similar to many other child guidance clinics,
I. J. R. has also brought the psychiatric theory into the practice of
social work and, more recently, a psychoanalytioally orientated type of
^Gordon Hamilton, ££. oit., p. 4.
2
Gerald H. J. Pearson and 0. Spurgeon English, o£_. oit., p. 401.
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psychiatry in which family inter-relationship and interaction is em¬
phasised. Children with behavior problems and m.ild neuroses whose con¬
flicts show themselves in failures in family life, in school life, and
in their play life are accepted for treatment. An attempt is made to
understand the child so as to assist him in self-understanding. Support
is given so that the strengthened ego can stand up under strain and
pressure. Interpretation is also given so that new insights can be
synthesized and new habits of feelings and thought can emerge.^
All members of the clinical team practiced psychotherapy with parents
and children. A psychiatrist was the presiding officer upon whom rested
the responsibility for diagnosis. He also gave final approval to the
team's recommendations for treatment or for some other disposition.
Treatment Plans
There were three general treatment plans used at the Institute.
They were to treat the mother alone, the patient alone, or the mother
and patient. The "mother alone" plan was used when it appeared that
the degree of parental involvement in the child’s behavior, along with
other factors, seemed outstanding and significant. The "patient alone"
plan of treatment was less common; however, in situations in which the
mother was unable to come in for treatment, this plan was sometimes used.
In the "mother and patient" plan, both the mother and the child vjere
seen in treatment, but usually by separate therapists. This plan was
extremely desirable because it provided for the mother and the child
^Gordon Hamilton, op. cit., p. 16.
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aji opportunity to resolve some of their inner conflicts at the same time,
but still not in face to face contact with one another.
TABLE 4










Total 50 6 5 39
Mother alone 15 1 2 12
Patient alone 1 1
Mother and
Patient 7 ,3 3 1
None 27 2 25
Outcome of Treatment
Of the fifty cases studied in this analysis, only twenty-three re¬
ceived treatment. For the most part, the length and duration of treat¬
ment ranged from one therapeutic interview to thirty-one interviews.
These factors appeared significant in terms of the parental attitude.
Hamilton said that most mothers do not express responsibility for the
child's difficulties at the outset. Usually the problem is projected
toward some other person or object. Resistance in the mother tends to
develop as soon as the child is in treatment. This resistance is either
to the child's treatment or to any expression of her own involvement in
the problem.^
The writer observed that many mothers refused to discuss their own
life's experiences, neither could they accept the possible relationship
^Ibid., p. 175.
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between their experiences and the child's present problem. Their re¬
sistance generally was manifested in requests for direct advice as to
how they should handle the children. This type of parental behavior
usually meant that the parent was creating a conflict for the child,
which almost always resulted in the termination of treatment.
Further investigation of the twenty-three cases that received treat¬
ment revealed that fifteen oases were treated on the ’’mother alone” plan.
In this group, one mother indicated that there had been improvement in
the patient's symptoms. Two mothers stated that im.provement was made in
the child-parent relationship. The remaining twelve of this group in¬
dicated no improvement when the case was closed.
There were seven cases treated on the ’’mother and patient” plan.
Three of these oases were closed because the mother observed improvement
in the patient's symptoms. Three others indicated that there had been
an improvement in the parent-child relationship. The other one showed
no improvement when the case was closed.
One patient was treated on the "patient alone” plan. This child
indicated no improvement at the closing of the case.
There were two other oases of which no treatment was indicated, but
the mother stated after the initial intake inteirview that there had been
improvement in the patient's symptoms. This phenomenal factor was
probably related to several things, but the writer observed that many
times the initial contact with the clinic held outstanding therapeutic
value for the mother. Her experiences in a relaxed setting with an
understanding and supportive case worker, often stimulated more ease and
comfort; thereby she was able to relax a little more with the child.
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Many times when mothers applied for help at the clinic they were at their
•wits’ end about the child’s behavior and had turned for assistance wherever
it could be fovind. By the time they were able to talk with the worker
at the Institute, much of the trauma of the experience had subsided.
The fact that twenty-five cases showed no improvement, was significant
since no therapy was'given. Of this group, four cases were considered
\mtreatable. French and Alexander indicated that sometimes external and
internal factors must be considered in determining the chances of thera¬
peutic success in a case. Physical defects often play a causative role
in any form of mental disease or they may accompany it. Equally important
is an evaluation of the individual’s adaptability, that is, a knowledge
of how the individual has met typical life situations. The person who
experiences basic difficulties in early life, either constitutional or
acquired, will probably show a chronic deficiency in his ability to adapt
and will be less treatable.^
The remaining twenty-one cases indicated no improvement because
treatment was not accepted by them. These refusals for therapy seem
to have been related to parental resistance, which for the most part
was the fear of their own personal involvement in the child’s behavior.
Franz Alexander and Thomas French, Psychoanalytic Therapy (New
York, 1946), pp. 96-98.
CHAPTER V
SmaiARY AND CONCLUSIONS
This statistical analysis of factors appearing in the personality
along with nocturnal enuresis in boys indicated that there was no general
agreement on what could be considered enuresis. For the purposes of this
study, however, the behavior included any urination which occurred
noctumally and while the child was asleep. Any wetting prior to age
three-and-a-half was not diagnosed as enuresis.
The case material offered a great variety of emotional and psy¬
chological factors that may have precipitated the behavior. Some of
these were: traumatic experiences in toilet training, sibling rivalry,
loss of a love object, intelligence factors, school failures, and family
friction.
There were certain attitudes toward cleanliness and the achievement
of bladder control that often prompted the mother to start toilet training
extremely early. If the child was unable to adjust as quickly as the
mother felt he should, he was sometimes treated harshly and cruelly.
Observations made in this study indicated that the mother’s attitude was
contributive to enuresis. Pediatricians agree that toilet training
should not start much before the end of the first year. The records
showed that for thirty-four of the fifty cases studied, toilet training
was begun before nine months. Twenty-three of this group had achieved
dryness by three years and nine were still wetting when brought to the
clinic for treatment. Toilet training was begun for two between nine
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months and one year and for two others between one and three years. All
of 'these children were enuretic when examined at the clinic. Twenty-nine
children became enuretic between three and five years of age. Their
toilet training had begun before nine months.
Many times enuresis was an expression of Jealousy of a brother or
sister. The highest incidence of rivalry, totaling eighteen, was with a
brother. Twelve cases indicated competition with a sister.
The loss of love object involved the child’s feeling that he was
unwanted or unloved by his love object. Some of the children may have
been reacting to this trauma with regressive behavior. Fourteen of the
children studied were living in a fatherless home because of parental
separation.
The case material studied led the writer to believe that the in¬
telligence quotient was not necessarily related to school failures but
that the latter was related to emotional situations. For example, of
the six children in the analysis classified intellectually as superior,
three presented school failures. In the high average classification,
there were six children of which five were failing in school. The
largest group of boys, totaling twenty-three, were classified as average
in intelligence. Of this group, fifteen were having school difficulties.
These factors showed that twenty-three of thirty-five boys with better
than average intelligence presented school failures.
In many instances, the child seemed to have been the symbol against
which the parents expressed their anger, rage, and hate against their
marital partner. There were twenty-five incidents of family friction
that had as their bases, domestic or sexual reasons.
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It was quite apparent throughout the study that enuresis was only
one symptom of a syndrome of behavior disorders. There were several con¬
ditions that contributed to the situation, but outstanding was the child's
feelings of parental rejection. Parental attitudes in toilet training
seemed to have been related to the other behavior disorders in the enuresis
syndrome. This syndrome included reading problems, lying, truancy, temper
tantrums, stealing, speech defects, thumb-sucking, and masturbation,
occuring in frequency in the order named.
The problem of reading seemed to be related to the mother's re¬
jection of the boy. Perhaps her over-protection of him, and her guilt
about her dislike was also involved. This problem had the highest total
of all the behavior disorders studied, which was twenty. At least ten
of these mothers were inadequate in their attitude toward toilet training.
Lying was seen as an attempt by the child to compensate for his
feeling of inferiority and inadequacy. There were seventeen cases of
lying tabulated and six mothers indicated indifferent or harsh attitudes
in toilet training.
Truancy was considered as the child's effort to escape from real
or fancied injuries, either physical or psychological situations which
were intolerable to him. Of the twelve cases analyzed, seven mothers
were reported to be either lax or rigid in toilet training.
Temper tantrums were considered as generalized outbursts of rage
not directed toward a specific object, but stemming from another level
of infancy, usually the oral level. Such outbursts seemed to be the
normal psychosis of childhood. In them the child appeared \inable to
postpone the satisfaction of his desired pleasure, and thereby reacted
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•with agressive screaming, crying, and pounding. There were twelve cases
tabulated with this behavior disorder. Nine of them showed that the
mother was either lax or rigid in toilet training.
Stealing by a child sometimes represented his desire to obtain a
substitute object for the affection denied him by his mother. The maternal
attitude in toilet training may have stimulated this behavior. Eleven
cases of stealing were recorded in this study in eight of which the mothers
were reported to be either lax or rigid in toilet training.
Stuttering was considered the most common type of speech defect. •
Its development stemmed from unconscious conflicts emanating from the
Oedipal situation. There were eight cases of speech defects tabulated
in this study; at least two mothers were considered as rigid in toilet
training.
Thumb-sucking was considered a normal activity for early childhood
and should not be interferred with at that time. The maternal attitude
toward this behavior might have indicated an unconscious desire to suck
her own thumb. Of the seven cases studied with this behavior disorder,
•two mothers’ attitudes in toilet training were reported to be lax.
Masturbation presented the smallest number of cases for study in
this analysis. The fears, phobias, and inhibitions surrounding this
behavior may have contributed to the slight incidence. Only six cases
of masturbation were indicated and one mother described her attitude
as rigid in toilet training.
It seemed quite significant that of the fifty-six instances of
attitudes tabulated in this einalysis of which some were duplicatoiy
since each mother's attitude was tabulated once for each symptom of her
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child, forty-five were lax or rigid. This stimulated the feeling that
parental attitudes in toilet training may have contributed not only
to enuresis but also to other behavior disorders. Unfortunately, there
is still not enough known about the selective factors in human behavior.
Treatment at the Institute for Juvenile Research involved the use
of psychotherapy, a psychoanalytically orientated type of psychiatry,
in which family inter-relationship and interaction was emphasized.
There were three general plans of treatment used at I. J. R. They
were the "mother alone," "patient alone," and "mother and patient," plans
of treatment.
Twenty-three cases were treated under one of the above plans.
This represented less than half the total number of cases studied, which
was probably related in many instances to the mother's inability to
accept her involvement in the child's difficulties from the outset. Of
the twenty-three cases, however, fifteen were treated on the "mother
alone" plan of therapy. Twelve of these mothers indicated no improve¬
ment at the time the case was closed.
There were seven cases in which the mother and the child were
treated. The outcome of treatinent was more favorable under this plan.
Six of the group indicated improvement in either the child's symptoms
or the parent-child relationship.
The child treated on the "patient alone" plan indicated no im¬
provement at the closing of the case.
Significant also was the fact that twenty-seven oases were not
treated. It was felt that four of them were not amenable to treatment
because of extremely disturbing conditions. The remaining twenty-three
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cases absolutely refused therapy.
Of the twenty-three cases treated for behavior disorders, eleven
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